Acute acalculous cholecystitis (AAC) is defined as acute inflammation of the gallbladder in the absence of gallstones. AAC occurs in patients after major surgery and in the presence of serious co-morbidities such as severe trauma, burns, sepsis, prolonged intravenous hyperalimentation and hemodynamic instability. AAC is rare in patients with none of the established risk factors. We present a case of a 38-year-old woman who developed AAC after laparoscopic appendectomy. (Korean J Hepatobiliary Pancreat Surg 2013;17:83-85)
INTRODUCTION
Acute acalculous cholecystitis (AAC) is defined as acute inflammation of the gallbladder in the absence of gallstones and has a multifactorial pathogenesis.
1 AAC occurs in about 10% of all cases of acute cholecystitis. AAC has numerous causes that produce bile stasis and ischemia leading to inflammation and infection of the gallbladder.
AAC tends to have a more fulminant course, is frequently associated with gangrene, perforation and empyema, and has high morbidity and mortality. 2 AAC has traditionally been recognized to occur in patients with serious co-morbid illnesses especially after a major operation, severe trauma, burns, systemic sepsis and prolonged intravenous hyperalimentation. 3 However, there has recently been an increasing number of reports in the literature of the occurrence of AAC in patients with none of the established risk factors. [4] [5] [6] AAC arising as a complication of laparoscopic appendectomy has been reported in just 1 case and it was treated conservatively. 7 Herein, we present the case of a 38-year-old woman who developed AAC after laparoscopic appendectomy.
CASE
A 38-year-old woman who was previously in good health came to our emergency room 3 days after she re- 
DISCUSSION
AAC generally occurs in patients after major surgery, in the presence of critical illnesses such as trauma, burns, and sepsis, and in the elderly. 1 However there have been recent reports of acalculous cholecystitis in young healthy patients who had none of the established risk factors. 6, 8 The patient described in this case report was young and healthy and exhibited none of the standard risk factors other than recent surgery, although laparoscopic appendectomy is not considered to be a major operation.
The pathogenesis of AAC in patients with no risk factors is as yet unclear. The commonest postulated pathogenesis of AAC is bile stasis resulting in a change of bile composition and ischemia. 2 Factors known to contribute to bile stasis in the postoperative patient are fasting, anesthesia, dehydration, fever, and narcotics for the relief of pain. 9 I believe that the most probable mechanism of AAC in this woman was bile stasis that resulted from the anesthesia given to her during the appendectomy and the narcotics given for the relief of pain.
AAC is difficult to diagnose because clinical signs such as abdominal pain and fever, and laboratory test results are non-specific. Moreover, these findings may be masked in postoperative patients. Delayed diagnosis of AAC is associated with high morbidity and mortality due to the high prevalence of gangrene and perforation. 10 Early diagnosis and appropriate treatment can improve outcomes in patients with AAC.
11
The treatment options for AAC are cholecystostomy and/or cholecystectomy. 9, 12 Cholecystectomy generally is considered the definitive therapy, and percutaneous cholecystostomy can be performed safely and rapidly. 
